Background: Substance abuse and dependence besides affecting the individual also has substantial impact upon the family. It puts the whole family through a physical, psychological, emotional and financial stress.
Introduction
The term family has its origin from the Latin term 'familia' that denotes a household establishment. The concept of family has undergone many transitions through various civilizations with time. Family nowadays denotes a group that consists of care of an individual after discharge from hospital. [3] According the World Health Organization (WHO) report 2010 Alcohol per capita (15+) consumption (in liters of pure alcohol) in India has increased from an average of 3.6 for the year 2003-2005 to 4.3 for year [2008] [2009] [2010] . The prevalence of alcohol use disorder was 8.7% among men and 1.9% among women while that of alcohol dependence was 5.5% among men and 1.35% among women. [4] Substance abuse disorder is a problem that affects both the individual as well as his family."Burden of care" is defined as the presence of problems, difficulties, or adverse effects which affect the life of the household members of the psychiatric patient. [5] Another view about family burden as suggested Rammohan et al [6] in 2002 is "the cost that families of patients with psychiatric illness have to bear in terms of economic hardship, social isolation and psychological strains." Hoeing and Hamilton [7] in 1966 suggested that the family burden has two components -objective and subjective. The objective burden includes effect on the financial and economic area, interpersonal and social relationship, family interaction, and leisure time activities. While subjective burden includes care giver's own perception about his/her mental and physical health. Alcohol abuse and dependence is a common problem in India [8] . It has been seen that the families of the alcohol dependents are characterized by communication problem such as problem solving capacity, low family congeniality and poor family cohesion. [9, 10] . It is mainly the spouse of an alcoholic that faces major stress. Alcohol abuse is associated with marital dissatisfaction, domestic violence and marital discord. [11] Also there are increased reports of poor parenting and childhood abuse and neglect if there is an alcoholic parent in the family. [12] The family not just undergoes stress because of the patient but also from the society due to the behavior of the alcohol-dependent individual. Although there have been many studies on substance dependence as an individual problem the study of its impact upon the family and associated familial problems have not been given much importance.
There are limited number of studies regarding this issue in North-Eastern India specially the Barak valley therefore this subject has been taken up to evaluate the various socio-demographic variables of alcohol-dependent persons as well as their primary care givers and evaluate the severity and pattern of family burden among them.
Material and Methods
This single interview cross-sectional study was conducted at Silchar Medical College and Hospital, Silchar, which is a tertiary care center. The hospital provides health services to southern part of Assam, along with the neighboring states of Tripura, Meghalaya, Mizoram, and Manipur. The average patients coming to this hospital is about 800-1000 per day. The study was conducted after taking approval from the institutional ethics committee. Data collection was done from December 2015 to February 2016. In total, 50 cases were selected serially from the Psychiatry Outpatient department fulfilling the International Classification of Disease and Related Health problems criteria (ICD-10 criteria) [13] of alcohol dependence syndrome. The diagnosis was made by the faculty of Psychiatry department. The primary care givers included were individuals who had been living together with the cases and were directly involved in general and basic care and treatment assistance of the cases for a period of ≥ 1 year. This cut-off was selected as most of the studies done in other parts of India regarding family burdenhave used this cut-off. [14, 15] Written informed consent was taken both from the patients as well as their primary care giver in the family. Patients as well as their primary care givers >18 years of age who gave consent to participate in the study were included in this study. Those under 18 years of age, suffering from severe debilitating or other comorbid chronic diseases or mental illness or not giving consent to participate in study were excluded. If the information provided by cases as well as their care givers was not adequate or reliable they were excluded from the study. If the cases had any other co-morbid substance dependence along with alcohol they were excluded. All the cases and their primary care givers who were selected were interviewed in detail using the below mentioned tool without any set limit. Interview pattern was flexible to elicit maximum data. For all cases privacy of interview and confidentiality was strictly maintained. Tools used were:
1. Socio-demographic proforma:
• A standard proforma describing socio-demographic variables was used which was designed and standardized in the Department of Psychiatry, SMCH.
• The socio-demographic proforma gives information about age, gender, religion, marital status, family type and domicile, education of patient, occupation and socio-economic status of the cases and primary care givers. 2. Alcohol dependence syndrome was diagnosed using Tenth Revision of the International Classification of Disease and Related Health problems. [13] 3. Family burden interview schedule (FBIS) [16] was used to assess the extent and pattern of burden on the primary care giver. FBIS is a semi-structured interview schedule that covers six areas: financial burden, disruption of family routine activities, disruption of family leisure, disruption of family interactions, effect on physical health of others, and effecton mental health of others. It has 24 items, each rated on a 3-point scale (mild, moderate, and severe). Inter-rater reliability for all items is 0.78 and the correlational validity is 0.72. One question at the end is used to assess the global subjective burden.
Statistical Analysis
Appropriate data were collected, tabulated, and statistical analysis was done by GraphPad prism for windows version 6.01 and Statistical Package for the Social Sciences (SPSS v22). Descriptive data were analyzed by frequency, percentage, mean, As shown in Table 2 , among the primary care givers majority were from age group of 30-39 years (44%) and 40-49 years (30%). It was found that 74% among the primary care givers had received primary education, 12% had secondary education, 4% were graduates/postgraduates, and only 8% were illiterates. Majority among the primary care givers were homemakers (70%), 28% were working, and only 2% were unemployed. and standard deviation. Fischer exact test was applied to find out P-value and statistical significance wherever necessary. Odds ratio was also calculated.
Results

Socio-demographic and Clinical Variables of the Cases and their Care
GiversOut of the cases of 50 cases of alcohol dependence syndrome taken for study, majority were found to be in the age range of 35-44 years (44%) followed by 45-54 years (30%). In the study group 96% cases were males with females comprising only 4%. In total, 88% were Hindus and 68% were from a rural background. Around 40% cases belonged to a nuclear family, 36% to joint family, and 24% had extended family. Majority of the cases were married (76%) and 14% were unmarried. In our study it wasfound that 62% cases had received primary education, 22% had secondary education, and 8% graduates with only 8% illiterate cases. Most of the cases in the study were unskilled workers (32%) followed by servicemen (28%), and businessmen (12%) where only 10% cases were unemployed/retired. Whenthe socio-economic status was looked at, it was found that 46% cases were from lower/lower middle strata, 28% from middle socio-economic status, and 26% from upper middle/upper strata. These results are shown in Table 1 .
As depicted in Figure 1 , it was found that majority of cases had their spouses (74%) as the primary care givers, i.e., wife/ husband; with 12% cases having parents as the primary care givers. In 6% cases their children were the care giver, 4% cases had siblings (mostly brother), and 4% cases had care givers which were not related to them. 
Comparison of Various Socio-demographic Variables according to the Severity of Subjective Burden
As shown in Table 6 , the subjective burden with various socio-demographic variables was compared. Among the primary care givers spouse of alcohol-dependent cases were found to have more burden (moderate burden 66.66% andsevere burden 88.88%) as compared withnon-spouse care givers. When the age of the primary care giverwas looked at it was seen that 38.88% of severe burden group had age range of 30-39 and 40-49 each with 41.66% of moderate burden among age group 30-39 years. Majority of cases with moderate burden were from rural background (91.66%) and in severe burden cases were equally distributed for rural and urban background (50% each). For the type of family, 72.22% with severe burden belonged to nuclear family while 54.16% among moderate burden belonged to nuclear family. Looking at the socio-economic status 44.44% cases with severe burden and 62.5% with moderate burden were from lower/lower middle socio-economic status while among no burden group majority (62.5%) of the cases were from upper middle/upper socio-economic status. Majority of care givers with severe (55.55%) and moderate burden (91.66%) had received primary level of education. 73.68% of the care givers with severe burden and 73.91% care givers with moderate burden were the housewives of the cases under study.
Discussion
In this hospital-based cross-sectional study, 50 cases serially fulfilling the International Classification of Disease and Related Health problems criteria of "alcohol dependence" as well as the other inclusion and exclusion criteria were taken for the study. Majority of the alcohol dependence cases were found to be in the age range of 35-44 years (44%) while mostof the primary care givers from age group of 30-39 years (44%). The mean age of the cases was 40.44 ± 8.83 years while that of primary care givers was 38.34 ± 11.20 years. Our
Duration of Alcohol Dependence of the Cases
When the cases were categorized according to their years of alcohol dependence, it wasfound that maximum (34%) cases had 10-14 years of alcohol dependence, 22% had 5-9 years of dependence, and 14% had 15-19 years of dependence as shown in Table 3 . Table 4 shows the distribution of type and severity of family burden on the primary care giver. In the financial burden it was found that 52% care givers had moderate burden and 28% with severe burden. Under disruption of routine family activity 58% had moderate burden and 26% had severe burden. For disruption of family recreation 72% care givers were found to have moderate and 16% care givers had severe burden. For disruption of family interaction 58% care givers had moderate burden with 32% care givers of sever burden. When effect on physical health of others was looked at, 46% cases were found to having no burden and 42% cases had moderate burden while for mental health 52% of care givers were having moderate burden and 40% cases with severe burden. When the subjective burden was assessed it was found that 48% had moderate burden and 36% of primary care givers had severe burden.
Distribution of Type and Severity of Family Burden
Comparison of the Severity of Family Burden with Years of Dependence
As shown in Table 5 severe financial burden (64.70%) was found more in cases ≥ 15 years of alcohol dependence and this was found to be highly statistically significant (P<0.0001). Looking into cases ≥ 15 years of alcohol dependence case, higher no/moderate burden was found in the area of disruption of routine family activity (52.94%; P=0.021) which was this could be due to the prevalent socio-cultural codependence which forces the family members to accept the patient's drinking. Unlike our results Mattoo et al [17] found maximum dependent cases (57.5%) from nuclear families.In our study majority of the primary care givers were spouse of the patient (74%) which is similar to study by Mattoo et al [17] who found 77.5% primary care givers to be wife of the patient.
While looking on the years of dependence it was found that 34% cases had 10-14 years of alcohol dependence followed by 22% having 5-9 years of dependence. The mean duration of alcohol dependence for the cases was 11.94 ± 6.58 years. Malik et al [18] reported 42.9% of the cases had 6-15 years of dependence which is quite similar to our study. Mattoo et al [17] found the mean duration of dependence to be 12.92 ± 9.18 years.
Comparing across the different areas of family burden (as shown in Table 4 ) it was found that most of the areas had results were similar to a study done by Mattoo et al [17] in North India who found mean age of cases and primary care givers to be 44.72 ± 8.95 and 41.17 ± 10.65, respectively. Majority of our cases were Hindus (88%) followed by Muslims which can be explained on the basis that intake of alcohol is forbidden in Islam. Majority of the cases were married (76%) and most of them belonged to the lower to middle socio-economic status (76%). Malik et al [18] in their study from Punjab, India reported almost similar results. However 62% of our cases had received primary education and only 8% were illiterate unlike that reported by Malik et al [18] who had found majority of dependent cases to be illiterate (61%). Looking into the family structure it wasfound that most of the cases (60%) were from a joint/extended family. This finding is against the common belief that joint family system protects the individual from substance abuse and other psychiatric morbidities. The reason behind moderate burden followed by severe burden except for the effect on the physical health of the care giver where no burden (46%) was followed by moderate burden (42%). Maximum severe burden was found upon the effect on the mental health of the primary care giver (40%) followed the subjective burden (36%). Most of the studies done in India have found the primary care givers to be having moderate burden especially in financial areas, disruption of routine activities, family leisure, and family interaction of results. [17, 18] When the severity of family burden was comparedwith the years of alcohol dependence it was found that the cases having ≥ 15 years of dependence duration had more severe family burden in the areas of financial burden (64.70%), disruption of family interaction (58.82%), and effect on mental health of the care givers (64.70%) all of which were statistically significant. This shows the devastating effect of chronic long term use of alcohol on different domains of the family. Malik et al [18] reported similar higher family burden in cases having longer duration of substance dependence.
On comparison of the various socio-demographic variables with the severity of subjective burden it was found that most of the spouse of the dependent cases had moderate (66.66%) and severe (88.88%) subjective burden. Also the moderate vs. severe burden was more in housewife and unemployed group as compared to working care givers (73.91% vs. 78.94%). As reported by Bhowmick et al [19] in most of the cases the family members especially the wives accepts the husband's drinking problem and take the whole responsibility of family on themselves and try to reorganize it. Hence they are subject to a higher physical and psychological burden as compared to the other care givers of the family. Among the family structure higher moderate (54.16%) and severe (72.22%) subjective burden was present in subjects having nuclear family as compared to those belonging group was taken to compare. Also this being a cross-sectional study the follow-up of the primary care givers having severe burden in area of mental health was not done to see if they developed any psychiatric illness in future. Hence more number of prospective studies involving larger number of cases followed up for longer duration need to be conducted for detailed evaluation in this context.
Conclusion
The severity of family burden is greatly influenced by the socio-demographic variables of the families as well as the duration of the substance dependence of the cases.
to joint/extended family. This highlights the positive effect a joint/extended family has in absorbing the stress and psychological, physical and financial burden in the family in times of crisis. [20] Padmavath et al [21] found that the larger the family, in terms of it being an extended or joint family, the more it was able to compensate for a dysfunctional member of family. Moderate vs. severe burden was higher in subjects hailing from rural background (91.66% vs. 50%), either being illiterate or having primary education (95.82% vs. 72.21%) and belonging to lower/lower middle socio-economic status (62.5% vs. 44.44%). Mattoo et al [17] found similar result that family burden was associated with rural location of cases and low socio-economic status. People living in the rural area have less work opportunities and as most of them are not much educated they do not get high earning jobs thus most of them lie in the lower/lower middle socio-economic group. Already they are having higher psychological and financial burden and if any member of the family is having substance dependence large amount of money is spent by him in procuring the substance as well in treatment and care of the person due to adverse effect of the person which adds up to the subjective burden of the family members [22] . Thus it was found that majority of the alcohol-dependent cases were from the age group of 35-54 years, married, from rural background, having joint/extended family type with primary level of education, belonging to lower/lower middle socio-economic class with most of them having their spouse (housewives) as the primary care givers. Majority of them had 10-14 years of alcohol dependence. Most of the primary care givers suffered from moderate type of family burden especially in area such as disruption of routine family activity, recreation and family interaction. Higher family burden was associated with equal to or more than 15 years of alcohol dependence. Higher subjective burden was also found when the primary care givers were spouse, cases were from rural areas, having nuclear family type with being illiterate/primary educated, belonging to lower/lower socio-economic group and were financially dependent on others (unemployed/housewives).
This study was one of the few studies conducted in India specially the North-Eastern region to evaluate the pattern of family burden among the primary care givers of alcohol-dependent cases. A number of significant findings have been highlighted in our study, which are in fact almost similar to most of the other studies explored. The severity of family burden has a temporal association with socio-demographic variables of the families as well as the duration of the substance abuse and dependence of the cases. Hence while formulating effective preventive policies and management plans these associations should be kept in mind and a multi-dimensional approach should be preferred.
However this study had few limitations. Since our study was restricted to a tertiary care medical center it may not reflect actual pattern of socio-demographic variables of the alcohol-dependent cases and their primary care givers as well as the severity of family burden prevalent in the community. The number of study subjects taken werefew and no control
